AA is defined in the psychoanalytic literature as fear of impending psychic or physical destruction that is triggered by personal survival threats. Little or no attention in the psychoanalytic literature was given to collective or group survival threats. We developed a short measure for AA that includes both kinds of survival threats. We used a clinical sample of 399 mental health clients and measures for cumulative trauma, PTSD, cumulative trauma related disorders, depression and anxiety. We conducted confirmatory factor analysis, multiple regressions, and path analysis. The developed short measure has good reliability, strong divergent and predictive validity and generally fit the theoretical assumptions that underlie the construct. The measure can be useful in clinical screening, and in psychological and political research, especially with the multiply traumatized. Subsequent research that utilized the measure replicated the findings.
Introduction

Definitions and Theory
Annihilation Anxiety AA was introduced in psychoanalytic, ego, self-psychology, and object relations psychology literature (e.g., Hurvich, 1989 Hurvich, , 2003 . However, the construct goes back to existential philosophies of Sartre and Heidegger (e.g., Petot, 1976) . According to Hurvich, 2003 , Annihilation anxieties are defined as an individual subjective fear of impending psychic or physical destruction that are triggered by personal survival threats (Hurvich, 2003) . AA is found to be associated with disrupted ego functioning and poor ego development, panic, depression, inability to function, avoidant behavior, self-destruction or self-injurious behavior (e.g., Hurvich, 2003; Borg, 2003; Cassidy-Charren, 2003) . Many authors early identified AA through the clinical presentation of schizophrenia, borderline and psychotic disorders (e.g., Rosenfeld, 1950; Teixiera, 1948) . AA is considered to be a key component of post-trauma response (Miller, 2001) . AA as defined in psychoanalytic literature, has individualistic bias, as it is focused on the individual's concerns for his/her personal survival and put less or no emphasis on such feeling resulted from Individual's concern for threats to her/his own collective or group survival.
AA is defined by authors is a chronic terror of losing personal or social self or selves as a result of identity, personal or/ and collective/ group's survival threats. AA emerges from fears that one or more of the self salient identities will be subsumed, devoured, dissolved or fused, penetrated, fragmented, destroyed, disappeared or subjugated, due to real or perceived threats to such salient identities' survival. Identity salience, personal and collective, is a strong explanatory paradigm for AA (Kira, 2002 (Kira, , 2006 Smith, 1999 ). Individual's Identity that has developed through the individuation process shapes the individual's feelings of existential belonging to self, family and groups. Different kinds of existential identity survival threats can cause different types of AA.
Primary appraisals involve judgments about whether the individual or his affected group is in jeopardy, whereas secondary appraisals involve judgments about the group or individual potential self-efficacy in responding to the event. (e.g., Lazarus & Folkman, 1984) . The individual's appraisal of his/her self is related to perception of self-efficacy and adequacy (secondary appraisal). AA is related to the secondary appraisal process of trauma, i.e., appraisal of self-efficacy. Such appraisal, when positive, produces feelings of agency and self-efficacy (c.f., Bandura, 1997) , when it is negative may produce distress and AA. Trauma theories distinguish between two types of identity trauma with relevant identity threats and related levels of AA: 1) AA that results from personal identity trauma. Personal identity traumas violate personal autonomy, self-control and self-efficacy, for example rape or sexual abuse. It may include some debilitating illness and serious disabilities that result loss of functioning and dependence on others.
2) AA that result from collective identity trauma. According to self-categorization theory (e.g., Turner, 1985) , and to intergroup emotions theory (Smith, 1999) , when social identity is salient, group members perceive themselves as exemplars of the group and events that harm or favor the group harm or favor the self. When social identity is salient, appraisal of events relevant and important to the group focuses on social rather than personal concerns. Group-based appraisals elicit specific emotions and action tendencies (Smith, 1999) . Group members feel happy, sad, or traumatized depending on the successes or failures of the in-group with which they identify, even if they do not personally contribute to that outcome (Cialdini, et al., 1976) .
In the case of collective identity traumas, the effects of perceived in-group strength or efficacy on offensive and revenge action tendencies (secondary appraisal) are mediated by anger (Mackie, Devos & Smith, 2000) . Conversely, in the event of negative appraisal of the group strength or vulnerability (group efficacy) in severely traumatized and minority groups, fear of annihilation, feelings of humiliation, subjugation, distress, and other negative emotions can erupt (e.g., Kira, 2002; Kira, et al., 2008) . Minority groups and oppressed are likely to have less perceived efficacy compared to dominant groups, which are associated with increased AA feelings when confronted with such events. Extreme examples of such threats are nuclear annihilation threats that are posed directly or indirectly to a nation or to species (e.g., Olsen, 1984) . Holocaust for Jewish people (e.g., Garwood, 1996 , and the collective threats to the Jews and Palestinians (Kira, 2006; Kira, et al., 2007) are other examples. Such threats to the existence of such groups can activate group identity salience and deactivate personal identity and mortality salience causing terror and fear of group annihilation (Kira, 2002 (Kira, , 2006 .
While the concept of general anxiety measured in clinical psychology represents general psychological and physical symptoms that may be triggered by different general concerns, AA belongs to different category of anxieties that are specific and triggered by specific identity survival threats. AA is assumed to predict general anxiety, and to have more severe consequences than general anxiety. Focusing on AA as specific anxiety resulted from identity survival's threats, can enrich empirical and clinical research by focusing on the etiology of symptoms. Identifying the underlying annihilation anxieties, that may be key contributors to the emergence and maintenance of post-identity trauma symptoms, may help better address them.
It may be useful to tie psychoanalytic and cognitive appraisal perspectives on evaluating the clinical utility and measuring the AA concept. AA is almost ignored in the mainstream clinical and cognitive psychology as well as in traumatology. It may be worthwhile to develop this initially psychoanalytic construct and integrate it in the mainstream clinical, political, cognitive and trauma psychology disciplines. In the next sections we will briefly discuss the issues relating to AA and trauma measurement.
Measuring AA
The psychoanalytic literature focused more on defining and measuring AA that result from threats to dependency and or threats to personal identity. They used a projective Rorschach sub-test to measure the construct (e.g., Benveniste, Papouchis, Allen & Hurvich, 1998) . Rorschach and projective measures, while attractive, is hard to use in research with large samples. A self-report measure for AA, Hurvich experience inventory HEI has been constructed by Hurvich (1998) . HEI was found to have weak association with Rorchach AA sub-scale (Benveniste, Papouchis, Allen, & Hurvich, 1998) . HEI may have some problems with its face and construct validities. Some of its items represent potential outcome for AA, rather than AA per se. For example it includes items about nightmares which are part of PTSD concept. Other items of HEI ask about panic, dissociation, fear of death, anxiety for being alone. Such items made it contaminated and difficult to use to measure its association with such constructs such as PTSD, depression, dissociation, panic attacks, fear of death and general anxiety. Furthermore, the measure does not include items that represent the other types of threat that may activate AA such as collective threats. On the other hand, measuring AA in severely traumatized population, for example refugees and torture survivors, are challenging. Some of the most severe threats to their identity are collective identity threats. A brief screening measure for AA that include collective or group identity threats can be more useful in clinical settings as well as in research with severely traumatized populations and in political psychology.
Method
Research Questions
Is the concept of AA useful and can be measured and used to predict negative mental and physical health outcomes to different traumas and their appraisal in clinical and research settings. Is the AA related to collective identity important component of AA construct?
Research Hypotheses
Hypothesis 1: The multi-component construct of AA as measured by the brief three items scale, developed in this study, is valid and reliable.
Hypothesis 2: AA is unique but significantly correlated to general anxiety.
Hypothesis 3: Different traumas that threaten personal and collective identities predict AA.
Hypothesis 4: Negative appraisal is stronger predictor of AA than the sheer occurrence of the traumatic event.
Hypothesis 5: AA predicts poor mental and physical health. Hypothesis 6: AA mediates the effects of different traumas on mental and physical health and on suicidality.
Participants
Participants were 420 adult mental health clients in a clinic in Dearborn Michigan that constitute all active clients that came for a psychiatrist, therapist, or case manager visit during the 6 month from August 2004 , to February 2005 , and who accepted and consented to participate (90%). Twenty one of the questionnaires, when screened, found to be questionable and excluded and 399 remained as participants. The sample included 82.7% mental health patients from Arab American and Iraqi refugees (highly traumatized from collective cultures), and 17.3% from non-Arabic origins. Age ranged from 18 -76, with mean of 39.66 and SD of 11.45. It included 53.5% males and 46.5% females. Nineteen percent of the participants (76 participants) reported the experience of torture in their own country of origin. For the length of stay in US, the average was 3.24 years of stay with SD of 2.13. identifying information, linking subject to the data, was recorded and the disclosure of the data could not reasonably place the subjects at any risk for any liability. Interviews were conducted face to face by clinicians. Participants gave the choice between being interviewed in Arabic or English. The data collected was part of approved study of the effects of mental health stigma and stigma consciousness to evaluate an antistigma intervention. 
Measures
Process and Criteria for Developing and Using Measures
In this study, close attention was paid to developing and using measures that would be reliable, valid, and culturally-appropriate for this refugee and clinical populations.
Several of the tools used in this study as identified in the following section, have previously been shown to have adequate reliability and validity on Iraqi and Arab populations and in Arabic and English languages (e.g., Kira, et al, 2001 Kira, et al, , 2006 Kira, et al, , 2008 . One of the rules we adopted in designing the current scale is the law of parsimony, which required that we choose the least number of questions without compromising reliability or validity. This rule needs to be adopted especially in the case of refugees and highly traumatized populations as their attention span and tolerance for long questioning may be limited and can cause high rates of missing or unreliable data. Chochinov, Wilson, Enuus, & Lander (1997) , in a landmark study on terminally ill subjects, found that a single item measure of depression had more predictive power for a diagnosis of depression in this population than other longer clinical tools including the Beck Depression Inventory. That may mean that single item and short measures that reduce subject burden, can be reliable and have high predictive power.
The new measures for this study were first constructed in English and subsequently translated into Arabic by three bilingual mental health professionals who each individually translated the measures and then met together to establish a consensus on the final version based on the criteria of adequate cultural sensitivity and appropriateness in measuring the construct of the instrument.. A fourth mental health professional did the reverse translation. These measures were pilot tested in focus groups.
The measures used in the current study include:
Independent Variable Measures Cumulative Trauma Scale and Its Sub-Scales
The measure includes 61 items. Each item describes extremely stressful event. The participant was asked to report if he/she experienced it or not, how many times he have experienced the event, at what age first time, and how much it affected him positively or negatively on a scale from 0 to 7. The measure provides us with general scales for two of cumulative Trauma doses: Occurrence and frequency of happenings, two appraisal sub-scales: negative and positive appraisal. It includes, at this level, four sub-scales for each trauma types. Trauma types include according to Kira's taxonomy of trauma (Kira, 2001 (Kira, , 2004 Kira, et al., 2008a; Kira, et al., 2011a) : Collective identity, personal identity, attachment, interdependence, physical survival, and self-actualization. For the purpose of this study we focused on cumulative trauma occurrence and its cumulative tertiary negative appraisal (CTNA) for the general scale and for the 6 trauma types (14 sub-scales). The measure and it subscales proved in previous and subsequent studies to have good alpha reliability coefficients that ranged between .89 and .98, construct and predictive validity (Kira, et al., 2008a (Kira, et al., , 2008b . Alpha coefficients in the current data are .92 for cumulative occurrence, .98 for cumulative positive appraisal (CTPA), and .88 for cumulative negative appraisal (CTNA). Its subscales alpha reliability coefficients ranged from .70 -.92.
Dependent Variable Measures Annihilation Anxiety Scale (AA) (3 items)
The measure is based on the assumption that there are at least three main sources of the emergence of annihilation anxiety, personal identity, collective identity survival threats (traumas) as well as threats from societal structural inequalities, for example extreme poverty (Kira, 2004; Cassiman, 2005 Blacke et al. (1990) and is widely used to assess PTSD. It is a structured clinical interview that assesses 17 symptoms rated on frequency and severity on a 5-point scale. CAPS demonstrated high reliability with a range from 0.92 -0.99 and showed good convergent and discriminant validity (Weathers, Keane & Davidson, 2001) . In this study, we used the frequency sub-scale of CAPS-2 that is currently widely used in psychiatric literature. The scale used in this study has high reliability with an alpha of 0.97. The scale has four subscales: re-experiencing, avoidance, arousal and dissociation. Reliability of the four sub-scales in current sample are adequate to high (alphas are .96, .92, .89 and .85 respectively).
Cumulative Trauma Disorders Measure CTD (15 items). The measure has been developed on several community and clinic samples on adults and adolescents Iraqi refugees and Arab Americans. It is an index measure that covers 13 different symptoms: depression, anxiety, somatization, dissociation, auditory and visual hallucinations, avoidance of being with people, paranoid ideations, concentration and memory deficits, loss of self control, feeling too harsh with family, and with people in general, feeling suicidal, and feeling like hurting self. Exploratory factor analysis found four factors (sub-scales): Executive function deficits, suicidality, dissociation/ psychotism, and depression/ anxiety interface. Reliability of the four sub-scales found to be high (.95, .97, .98, and .96 respectively) .
Confirmatory factor analysis confirmed this structure in a different sample. The measure has good reliability (ranged from .85 and .98), construct, and convergent, divergent and predictive validity. Test-retest reliability in a 6 week-interval is .76. Different kinds of traumas, and cumulative trauma in general accounted for significant variance as predictors of CTD symptoms (Kira, 2004; Kira, Clifford, Wiencek, & Al-haider, 2001; Kira, Clifford, & Al-Haider, 2002 . It has alpha reliability coefficient of .91 in the present study.
CES-D Depression Measure: Center for Epidemiologic studies-Depression mood scale is a 20 item scale (Radloff, 1977) . Each item is assessed on a 4-point scale and reflects the frequency that each symptom is experienced (0 = none of the time, 3 = all of the time). Adequate reliability and validity have been reported for the CES-D. A cutoff score of ≥16 is commonly used for the CES-D to indicate a need for further assessment of the presence of MDD (Radloff, 1977) . High internal consistency reliability results (ranging from .85 to .92) have been found for the CES-D among various age, sex, geographic, and racial-ethnic subgroups. Validation studies have found that the CES-D has good convergent validity, discriminant validity (Himmelfarb & Murrell, 1983) , and sensitivity and specificity (Mulrow, et al., 1995) . It has alpha reliability coefficient of .91 in the present study.
Depression, Anxiety Stress Scales. Anxiety (DASS-A) Anxiety Measure (14 items): DASS is a 42-item scale developed by Lovibond & Lovibond, 1995 , and includes three sub-scales that measure depression, anxiety, and stress. DASS-A sub-scale measures anxiety, which is increasingly used in different clinical and research settings. Different studies suggest that DASS-A possess adequate convergent validity, with reliability of .84 in non-clinical samples and .89, and 91 in clinical samples (e.g., Lovibond & Lovibond, 1995) . Its alpha reliability in the present study is .95.
Self-rated health SRH is measured by a single item question about general health. The question asks to rate your general health according to five Point Likert-type scales (excellent, good, fair, poor, very poor). Following Wanous and Hudy's (2001) method of estimating single-item reliability using factor analysis, the reliability of the SRH scale was .77 (communality of the item). Factor analysis was conducted between the item and other health problems in a previous study on the same population (Kira, et al., 2006) . Using the correction of attenuation formula, reliability is estimated to be between .78 (Conservative) and .87 (liberal). The item correlation using the full 12 items health scale (that includes a list of health conditions) in a previous study was .91.
Analysis
We calculated Alpha reliability for the three item scale, and for all scales that we utilized. We conducted test-re-test reliability of AA'S on a small sample (n = 30) after 4 weeks. We conducted exploratory and confirmatory factor analysis using general anxiety scale (DASS-A) and AA together to test the independence of AA construct compared to general anxiety and to explore its construct and divergent validity. We tested AA predictive validity through using multiple regression analysis with AA as independent variable and depression, poor health, PTSD, and general anxiety as dependent variables, controlling for demographics. To test the hypothesis that specific trauma types, and high trauma dose predicts AA, we conducted a series of multiple regression with trauma dose, trauma types and negative appraisal of different traumas as independent variables and AA as dependent variable controlling for demographics. We used SOBEL test (using SPSS macro with bootstrap, number of repetitions = 10.000) to examine the potential significant indirect effects of AA on suicidality through the mediation of depression, Anxiety, PTSD and other CTD sub-scales.
The proposed path models were evaluated using structural equation modeling (SEM) with AMOS 7.0 (Arbuckle, 2006) . We constructed hybrid models that used latent and observed variables. A satisfactory model fit is indicated by a no significant Chi Square (although significant values are acceptable when the sample size is large, which is the case in the current sample) (see Hu & Bentler, 1999 ). Accordingly, we tested the path models of AA as mediator of the effects of specific trauma type's occurrence and their CPTA and CNTA on different mental health conditions as well as on general health. To examine the mediation hypothesis we used bootstrap (N = 200) with bias-corrected confidence intervals to tests the significance of the direct and indirect effects of each predictive variable (e.g., Erceg-Hurn & Mirosevich, 2008).
Results
General: Using ANOVA to test the differences between refugees, permanent residents, naturalized citizens and citizens by birth in AA, refugees have significantly higher scores of AA compared to the other groups with no significant differences between the other three groups (refugees: N = 114, M = 11.33, SD = 3.12; Permanent residents: N = 108, mean = 8.69, SD = 3.84; naturalized citizens N = 82, M = 8.51, SD = 3.47; Citizens by birth = 35, M = 8.11, SD = 3.43; Total mean score for the sample M = 9.50, SD = 3.62; p < .000). The scores are high for all groups in this sample of mental health clients' considering the maximum score is 15. No significant differences found between age groups, education, marital status or gender categories in AA. The mean number of life-time trauma types the participant endured is 10.34 with SD of 7.70. The refugees has the highest cumulative trauma dose with mean of M = 11.46 and SD of 6.68, compare to all others (M = 9.77, SD = 8.12), and naturalized citizens (M = 8.48. SD = 8.51) and the differences are statistically significant.
Hypothesis 1: Alpha reliability of the three item AA scale is good (.93). It proved to have good concurrent and predictive validity. Test-re-test after four weeks (N = 30) reliability is .73. Principal component factor analysis, using Kaiser Criteria of Eigen value of 1 for factor extraction, found a single factor accounted for 86.50% of the variance. The loading of each item on the factor was above .90. The communality of each item was above .80.
AA scale has good convergent validity as it is highly positively correlated with PTSD (.50), CTD (r = .45, p < .000), depression (r = .49, p < .000) and general anxiety (r = .341, p < .000), and stigma of mental illness (r = .48, p < .000). It correlated highly with dissociation psychosis sub-scale of CTD (r = .51, p < .000). These correlations confirmed the theoretical assumptions about the prediction of AA (e.g., Hurvich, 2003) as it is associated with dissociation and psychosis.
Hypothesis 2: Because we assumed that AA and general anxiety (A), though correlated empirically is unique conceptually, we conducted factor analysis for the A and AA items together (17 items) using principal component with Kaiser Normalization and Varimax orthogonal rotation. We found two unique factors accounted for 64.870% of the variance. The first loaded on all general anxiety items and second loaded only on all the AA three items. AA items loaded the highest and have the highest communality. Table 2 presents each item statistics factor loadings and communalities.
Hypothesis 3 and 4: Multiple regression analyses conducted with AA as dependent variable and other types of trauma dose and negative appraisal as independent variables. We added demographics to the independent variables list to control for their effects. All types of trauma and cumulative trauma dose and their negative appraisal highly predicted AA. The most predictive trauma was collective identity trauma (β =.74). Further, the results confirmed that negative appraisal of different survival and identity traumas were stronger predictor of AA than the occurrence of the traumas. These findings give credence to the differential cognitive appraisal hypothesis among this adult population. Table 3 describes these results.
Hypothesis 5: Multiple regression analysis with AA as independent variable and PTSD, CTD, CES-D, DASS-A, their subscales and self-rated poor health as dependent variables, controlling for demographics, found that AA is a significant predictor of PTSD (β = 46), CTD (β = 43), general anxiety (β = .40), depression (β = .38), and poor self-rated health (β = .14). AA was found to be a significant predictor of all PTSD, DASS-A, and CTD. The results generally confirm hypothesis four. Table 3 describes these results.
Hypothesis 6: Using SEM hybrid Path analysis model, we tested different mediation models that have good fit. Each model we tested has personal identity, collective identity, survival, secondary trauma, or cumulative negative appraisal, as predictive variables. Each predictive variable in these models has direct positive assenting effects on AA, and on mental health syndrome (a latent variable which is predicted by PTSD, depression, and general anxiety), and indirect effects on mental and physical health as observed outcome variables. The effects were mediated by AA. All models tested have good fit with significant direct effects of the independent variables on AA and mental health syndrome and indirect effects on the other outcome variables as mediated by AA. We will present in detail the models, in which the predictive variables: Cumulative negative appraisal and collective identity negative appraisals, has the strongest effect on AA and on the other physical and mental health variables.
In the first mediation model, cumulative negative appraisal was the predictive variable in the model. AA mediated the effects of cumulative negative appraisal on mental health syndrome (a latent variable in the model) and on physical health. PTSD accounted for the highest variance in the model (squared R = .691) followed by CTD (squared R = .574). The model has good fit (Chi Square = 37.540, d.f. = 12, p = .000, CFI = .972, RMSEA = .073). Table 4 presents the direct, indirect and total effects of each variable of the model. All effects are statistically significant.
The second mediation model has the best fit (Chi Square = 38.547, d.f.= 12, p = .000, CFI = .980, RMSEA = .075). In this model, we used collective identity trauma CIT as the only independent variable in the model. CIT has direct effects on AA, and Mental health syndrome MHS (a latent variable in the model). AA mediated CIT effects on mental health syndrome and physical health. AA explained the highest variance in this model (R squared = .754). Figure 1 presents the path model and Table 6 presents the direct, indirect and total effects of each variable of the model. All effects are statistically significant.
Alternative models: Care must be taken when making causal inferences from cross-sectional data. The theoretical argument for the proposed models is strong and the model fitted the data well; however, there are always alternative models (MacCallum & Austin, 2000) . We considered several alternative models in which we changed the order of the predictors, mediators, and outcome variables. In the first alternative model (AM), we considered general health (GH) a mediator and AA and MHS the outcome variables. In the second AM, we considered MHS a mediator and GH the outcome variable; in the third AM, we considered MHS a mediator and AA and AA and GH the outcome variables. In the fourth AM, we considered general anxiety (GA) a mediator and MHS-GA, AA, and GH the outcome variables; in the fifth AM, we considered PTSD a mediator and MHS-PTSD, GH and AA the outcome variables; in the sixth AM we considered CTD a mediator and MHS-CTD, AA, and GH the outcome variables. In the seventh AM, we considered depression (D) a mediator and MHS-D, GH and AA the outcome variables. All the seven AM have poor fit indexes and are not viable models.
Conclusions and Discussion
This short measure of Annihilation Anxiety (AA) has good reliability and adequate divergent and predictive validity and generally fit the theoretical assumptions that underlie the construct we presented in the introduction and in the psychoanalytic literature. The results provide another aspect in the concept that was not adequately addressed in the psychoanalytic literature, which is the annihilation anxiety related to collective identity threats, rather than only threats to personal identity. The measure seems to address both terrors come with threats to collective and personal identity. However, in the population we conducted our study, the AA that emanated from the collective threats seems stronger than those of personal identity treats or other traumas.
Results confirmed our first and second hypothesis as the short measure developed in the current study is reliable Alpha = .93, test re-test, R = .76) and has good construct and divergent validity. Confirmatory factor analyses have indicated that AA constitutes a separate factor different from general anxiety. The results confirmed hypothesis 3 and 4 as different traumas that threaten identity especially collective identity predicted AA. While the occurrence of such traumas predicted AA, their negative appraisal has more predictive power in this adult population. AA in its turn predicted poor physical and mental health in this population. Further, AA was found to have significant indirect effects on suicidality. Dissociation, anxiety and depression comorbidity, PTSD-emotional numbness/ dissociation were the most significant mediators of the indirect effects of AA on suicidality. The findings emphasize the strong direct effects of AA on re-experiencing, general anxiety and dissociation/psychosis respectively. Re-experiencing or the re-emergence of catastrophic memories had been long seen in the psychoanalytic literature as the source of the emergence of delusional system and dissociation as defense mechanisms that protect against such re-emergence (e.g., Segal, 1977) . Results of path analysis generally confirmed that AA and general anxiety mediated the effects of cumulative traumas and specific trauma types, especially collective identity, attachment and secondary trauma, on mental health. Further, the findings highlight the importance of assessing for the presence of AA in therapy as one of the potential keys of healing and of stopping its catastrophic effects on emotional and physical suffering, as well as suicidality of the patient.
While the findings demonstrated the benefits of integrating the psychoanalytic and cognitive appraisal theories in evaluating the clinical utility of the AA, they introduced this short measure that can be a useful short clinical assessment tool as well as a valid, reliable measure in research with traumatized populations.
The measure was subsequently utilized in research on Palestinian adolescents and proved to have good psychometric properties in this population. It has alpha = .87, and significantly predicted collective identity commitment, depression, suicide, militancy and fear of death (Kira, et al., 2011b) .
